In the Commonwealth of Massachusetts, the HIV/ AIDS Bureau (HAB), the Bureau of Substance Abuse Services (BSAS), and the Bureau of Communicable Disease Control (BCDC), through which the state's Hepatitis C Program is administered, are housed within the Massachusetts Department of Public Health (MDPH). The HAB, BSAS, and BCDC each contract with community-based providers to meet the targeted needs of their clients. Due to the well documented prevalence of related co-occurring conditions and/or addictions and the related risks for infectious diseases, these three entities within MDPH serve many of the same individuals. [1] [2] [3] [4] [5] [6] [7] [8] [9] Massachusetts has the oldest continuously operating state health authority in the nation. The Massachusetts Board of Health, established in 1869, became the Department of Health in 1914, and finally, the Department of Public Health in 1921. MDPH is dedicated to serving all the people in the Commonwealth, particularly the underserved, and to promoting healthy people, healthy families, healthy communities, and healthy environments through compassionate care, education, and prevention. Over the years, the MDPH has learned a great deal about effective approaches to achieving these ends. Yet debates continue on some fundamental questions concerning public health, including how public funds should be administered and how public health programs should be designed and implemented to meet the needs of identified priority populations most effectively.
DEFINITION OF TERMS
For purposes of this discussion, we define integration as a formalized, collaborative process among service systems with the goal of decreasing fragmentation of care and improving coordination. Integration is comprehensive and flexible, enabling decisions and actions that are responsive over time to the political climate and to shifts in resources, budgets, and population dynamics, as well as to emerging public health trends and associated scientific literature. At the most fundamental level, integration is about commitment and communication among funding entities that establishes the tone and expectations for how public funds are to be spent. It supports the development of comprehensive systems in which there are multiple points of entry and access, including referrals, for the client.
Although HAB, BSAS, and BCDC reside within the same state agency, differing philosophies sometimes result in different terminology being used in each of the service areas. In this article, the term clients refers to individuals served by one or more public health system. An exception is made when referring to existing bodies, such as consumer advisory boards.
We define harm reduction as approaches that engage individuals at their current level of motivation for behavior change and assist them in considering a range of options that reduce immediate harm related to their behaviors. These options in some cases may or may not have direct HIV, viral hepatitis, or substance abuse risk reduction benefits. Through harm reduction, individuals are also supported in their attempts at longer-term behavior change. Consistent engagement of clients at risk, regardless of their relative success in achieving behavioral change (including the possibility of behavioral relapse) without judgment or punitive consequence is critical to this framework. 10 Harm reduction approaches represent a continuum of behavioral options, including abstinence.
THE PROBLEM
There is inherent tension between the desire to keep public health programs discrete and the need to integrate them. Administering public health programs in a manner that preserves the integrity of categorical intent or focus may advance knowledge attained through years of research and experience in specific disease categories, and also meets categorical funding requirements. However, categorical systems do not easily allow for comprehensive responses to individual clients whose service needs are often complex, spanning multiple public health program areas. This poses many challenges for clients, providers, and government funding agencies.
Consider an injection drug user seeking an HIV antibody test. This individual may be at risk for hepatitis B and C. Through an ideal, integrated system, this individual would be offered a comprehensive range of services, such as a thorough assessment (including behavioral risk assessment and appropriate follow-up) and active referrals, both internal and external, to a program. Additionally, the client would be served by staff members appropriately trained and qualified to provide assessments. The client's co-occurring risks and conditions would be addressed at whatever point he or she enters the system. This could be a significant prevention opportunity, in which immunization for hepatitis A and B could be provided. However, the opportunity to meet multiple health needs is often lost due to a range of factors, including systems focusing on only one disease entity, lack of comprehensiveness in the services provided, and inadequate staff capacity.
Providers who serve the affected populations face significant challenges managing clients whose needs span HIV/AIDS, substance abuse, viral hepatitis, and/ or other health issues. Historically, one challenge has been the need for providers to communicate with multiple bureaus within MDPH in order to access state funds to support their efforts. Providers have been required to engage in, and be responsive to, separate bureau-or program-specific procurement processes, reporting requirements, and contract monitoring practices, including multiple site visits by MDPH staff members focusing on different areas.
MDPH has typically administered funding for HIV/ AIDS and substance abuse programs categorically, with few exceptions. Programs funded through the new Hepatitis C Program have consistently provided HIV/ AIDS and substance abuse information since inception, but until recently, requirements for HIV/AIDS and substance abuse providers to provide information about viral hepatitis were limited. Historically, providers serving individuals affected by HIV and substance abuse have expressed concern and frustration not only that funds could not be blended, but also that the bureaus ask for uncoordinated scopes of services, including different intake data-reporting requirements. Providers in all three areas may be further impacted by different inter-bureau philosophies. In the absence of an established integration framework, providers challenged MDPH to provide guidance. Collaborative planning was needed.
HISTORICAL INTEGRATION MILESTONES
Since the late 1980s, MDPH has made several administrative changes that have facilitated integration among departments and services.
In the late 1980s, MDPH's Division of Alcohol merged with the Division of Drug Rehabilitation, which had been housed in the Department of Mental Health. The result of this merger was the Bureau of Substance Abuse Services. Also in the late 1980s, MDPH's commissioner promoted a philosophy of harm reduction, including support for needle exchange. This set the tone for many integration efforts that followed.
In the early to mid-1990s, Massachusetts established the first statewide HIV/AIDS consumer advisory board. The BSAS later developed its consumer advisory board modeled on lessons learned from HAB. MDPH also established the HIV Prevention Planning Group, including providers, clients, and department staff members from the three bureaus. This group plans HIV prevention efforts in communities and offers recommendations to HAB on effective interventions and populations in need.
Also during this period, HAB and BSAS jointly procured HIV prevention services targeting injection drug users. In addition, HAB and BSAS offices were moved to the same floor within the department, promoting more inter-bureau coordination.
The HAB provided funds to BSAS to support substance abuse providers in designating an identified program AIDS coordinator. The coordinator is responsible for ensuring implementation of HIV/AIDS Policy Guidelines for Substance Abuse Treatment Programs, which were developed to "provide a framework for the implementation of sound HIV/AIDS policies in all Bureau funded substance abuse programs." 11 In the late 1990s, the Hepatitis C Program was established within BCDC. Due to limited resources and the similarity of BCDC's at-risk populations to those of other bureaus such as HAB and BSAS, funding and objectives have been strategically integrated into existing public health infrastructure since inception.
THE HIV, HEPATITIS, ADDICTION SERVICES INTEGRATION (HHASI) INITIATIVE AND EXPANSION
In 2000, the federal Substance Abuse and Mental Health Services Administration (SAMHSA), Center for Substance Abuse Treatment (CSAT) invited proposals from states interested in undertaking planning projects that sought to: [D] escribe how organizations and agencies should work together to deliver integrated substance abuse treatment, HIV/AIDS prevention and treatment, mental health, primary care and public health services for targeted populations at highest risk for substance abuse and HIV, including African American and Latino/ Hispanic populations. 12 The CSAT awarded MDPH a one-year planning grant to undertake what has come to be known as the HHASI (HIV, Hepatitis, Addiction Services Integration) Initiative. The project's initial work plan included a needs assessment of the targeted community, a series of local stakeholder meetings, the development and revision of a strategic plan, and a process evaluation. These aspects of the original work plan proceeded as planned.
The scope of the originally proposed initiative, however, was expanded in several areas. Specifically, MDPH had planned to focus on the integration of HIV/AIDS and substance abuse services in Boston, Worcester, and Springfield, the Commonwealth cities with the highest prevalence of HIV/AIDS in communities of color. 13 Second, the target population was initially defined as individuals at high risk for, or who had, co-occurring substance abuse and HIV, with a particular focus on injection drug users, as well as on African Americans and Latinos.
Rather than focus exclusively on the cities of Boston, Worcester, and Springfield, the HHASI team decided to undertake a statewide initiative. This change was prompted by the desire to be inclusive, as well as by the observation, through regional and statewide meetings, that stakeholders throughout the Commonwealth had similar concerns, including access and continuity of care.
In addition, because hepatitis C had emerged as a major public health concern affecting the Commonwealth's targeted population, within the first quarter of the initiative, the HHASI team agreed to include viral hepatitis stakeholders as part of the integration planning efforts. Accordingly, the scope of work was further expanded to include the development of functional guidelines and policies that could be used not only by substance abuse treatment providers, but also by viral hepatitis treatment providers and HIV/AIDS service organizations to provide integrated services.
HHASI ORGANIZATIONAL STRUCTURE
The driving force behind this ongoing initiative is the HHASI team, which serves as the initiative's primary planning group. Led by HAB, BSAS, and BCDC representatives, this interdisciplinary group includes repre-sentation from a range of areas, such as program development, policy and planning, epidemiology, research and evaluation, client services, health communications, and designated inter-bureau liaisons. Additionally, individuals from the consumer office, as members of the HHASI team, have provided guidance and coordinated recruitment logistics for the consumer input focus groups, which were conducted in both English and Spanish.
The HHASI team has been directed and supported by several key contributors (Figure) . The Commissioner's Office has actively endorsed the HHASI initiative as a sustainable process, consistent with MDPH's mission and other departmental integration efforts. Bureau directors provided guidance on the community process and reviewed and approved the strategic plan. Their involvement continues with oversight of ongoing implementation activities.
The Community Advisory Group consists of a broad range of stakeholders, including representation from all three bureaus. Individuals in this group provided valuable information on integration activities that were already underway at the local level, as well as ongoing feedback on those components that were working well and those needing improvement.
External consultants include an objective, Spanishspeaking, female facilitator who is known to and reflective of the community, responsible for organizing stakeholder meetings; an external firm providing tech- nical assistance in HHASI team facilitation, meeting and process coordination, letter writing, and the drafting of the strategic plan; and an evaluator who provided valuable data collection, including participant input, and an assessment of the MDPH process.
OUTCOMES
A significant outcome of the HHASI initiative to date is the development of the strategic plan and its ongoing implementation. The strategic plan includes multiple components, most notably:
• Joint inter-bureau technical assistance training for providers, both at the individual provider and regional levels;
• Coordination and access to daily census information about inpatient detoxification service slots, a need identified through a survey that revealed bed capacity had not been maximized;
• Joint procurement processes, including integrated request for proposal development, proposal review, contract negotiation, and ongoing coordinated contract monitoring, including site visits.
In addition to being a noteworthy component of the strategic plan, joint procurement is another major outcome of the HHASI initiative. In the coming fiscal year, all three bureaus plan to issue documents involving joint procurement and/or blended funding initiatives.
Information hotline services provides an example of one area that has already benefited from joint procurement. MDPH began supporting an HIV/AIDS hotline in 1985 to respond to questions from the public about the disease and to provide referrals to appropriate publicly funded HIV/AIDS services. In 2001, in response to increasing inquiries about viral hepatitis, BCDC contributed resources to expand the established call center personnel capabilities to disseminate information about this disease as well. The integration of viral hepatitis information into the existing hotline system circumvents the need to procure new services and saved start-up costs. Furthermore, it ensures that hotline users receive consistent, streamlined information and referrals to a more comprehensive range of service providers. While joint procurement can require fundamental changes in established processes and a high degree of collaboration among the participants, it clearly promotes efficiency. Joint contracting is another example of the initiative's beneficial outcomes. For example, HAB and BSAS jointly contracted with an HIV/AIDS targeted capacity-building services vendor to provide technical assistance in developing the HIV-oriented capacity of substance abuse providers. This work included training on harm reduction strategies and sought to ensure approaches that were both effective and competent in content, language, culture, gender, sexual orientation, and age.
A final outcome of note in the HHASI initiative is MDPH's commitment to sustaining the HHASI team, which continues to meet regularly, even with the cessation of federal grant support. While the team's central focus is refinement and implementation of the strategic plan, its meetings create a forum through which participants can discuss bureau-specific initiatives and explore new possibilities to promote integration.
LOCAL FACTORS AND LESSONS LEARNED
Many local factors have contributed to the success of the HHASI initiative in Massachusetts. In a process that promoted integration among the state's human service agencies, for example, the Commonwealth's Executive Office of Health and Human Services required collaborative development and use of boilerplate language regarding transition and discharge planning for residential programs in all procurements.
The proximity of HAB, BSAS, and BCDC within the same government agency is another factor contributing to the success of the HHASI initiative. Also, due to the state's relatively small geographic size, MDPH's infrastructure could support the HHASI initiative's expansion from local to statewide focus with relative ease.
Executive-level backing for integration has been, and continues to be, significant within MDPH. Commissioner Howard Koh and his predecessor, David Mulligan, strongly promoted and supported integrated public health programming. Accordingly, senior-level managers strongly support sustaining ongoing HHASI team activity. Integration is now underscored in the job descriptions of designated MDPH employees. It has required a considerable resource commitment at a time when the state's budget for public health programs has been drastically reduced.
State funding for public-health programs in the Commonwealth of Massachusetts was reduced by 25% in FY 2002, and additional budget reductions are anticipated for FY 2003. These reductions resulted in MDPH staff layoffs and fewer dollars for service contracts. In an environment in which the ability of government and provider agencies to meet community needs effectively is threatened, some may question how MDPH can dedicate resources to new integration initiatives. However, replication of successful integration efforts and energized thinking about new approaches that will result in efficiencies are urgently needed.
NEW POSSIBILITIES
Integration holds much promise, yet there is much work to be done. Moving toward more efficient procurement, data collection, and contract monitoring for state government can lay the foundation for more highly integrated provider systems. Such systems would enable providers to be more responsive to clients with multiple and complex needs, and would likely result in better access to a more comprehensive range of services for these clients and others at risk.
The federal government is uniquely situated to promote integration, thereby helping states and others to move away from the constraints associated with categorical funding. As Massachusetts seeks to create a more seamless system through the integration of funding and programs within HAB, BSAS, and BCDC, the federal government can lead by better linking divisions that provide funding for services targeting the same populations. Another opportunity for improvement at the federal level is better coordination and funding for surveillance activities, in consideration of at-risk population overlaps. These opportunities, in conjunction with budget constraints, should prompt federal agencies to consider how they communicate with each other and coordinate their activities. Prospectively, the challenge will be to strike the right balance between federal directives and flexibility around integration at the state level. Better integration is needed among a range of programs, including those focused on sexually transmitted disease, tuberculosis, mental health, homelessness, corrections, education, men's health, family planning, and maternal and child health. The Massachusetts experience demonstrates that gathering information on a targeted subset of the population and community, and later expanding, can be successful.
The benefits of integrated systems from a client service and prevention perspective are clear. Integrated, publicly funded programs have the potential to serve as the preferred model of care. Integration requires dedication of resources at a time of decreased funding for public health programs, prompting some to ask: Is this something state government can afford to invest in? The better question is: Can we afford not to?
